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The Need for an Ethnomedical Science
The study of medical systems comparatively has important implications for the social and biological sciences.
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The Need for an Ethnomedical Science
Diseases and the disruptions that they occasion have long attracted the interests of scientists who study nonliterate people. Physical anthropologists have contributed information with regard to the basic characteristics of man. By means of cross-cultural epidemiologic studies, social scientists have added substantially to an understanding of the causes of disease. However, disease has not had any special appeal to anthropologists interested in culture theory. As an example, a comparative approach to disease has never gained any momentum in cultural anthropology (1). Ethnomedicine, the study of how members of different cultures think about disease and organize themselves toward medical treatment and the social organization of treatment itself, has been viewed as one of the various "domains" of culture. In actual practice, enthnomedicine as an area of inquiry has been either bypassed and neglected or handled indirectly.
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There are many reasons for this neglect of ethnomedicine (2). The real problem has been that a truly social formulation of dis- 19 SEPTEMBER 1975 ease and its related phenomena has not been pursued. In order to make use of disease in a theory about social groups, a broad definition of disease that accommodates the many meanings people can give to disease is needed. Heretofore, a largely descriptive and relativistic course of action that emphasized cultural patterns has been pursued. At the same time, there has not been sufficient description of the medically relevant behaviors of sick persons nor of processes of treatment. Both of these facts have made difficult the development of useful concepts and generalizations in ethnomedicine. The inchoate state of ethnomedicine reflects and contributes to a lack of appreciation of the essential connection between ethnomedical questions and those that involve human evolution and social adaptation. Moreover, neglect of ethnomedical science has meant that the insights about disease and medical care that are available from comparative studies have not been fully used to examine contemporary problems in the practice of medicine in our own society. ease and its related phenomena has not been pursued. In order to make use of disease in a theory about social groups, a broad definition of disease that accommodates the many meanings people can give to disease is needed. Heretofore, a largely descriptive and relativistic course of action that emphasized cultural patterns has been pursued. At the same time, there has not been sufficient description of the medically relevant behaviors of sick persons nor of processes of treatment. Both of these facts have made difficult the development of useful concepts and generalizations in ethnomedicine. The inchoate state of ethnomedicine reflects and contributes to a lack of appreciation of the essential connection between ethnomedical questions and those that involve human evolution and social adaptation. Moreover, neglect of ethnomedical science has meant that the insights about disease and medical care that are available from comparative studies have not been fully used to examine contemporary problems in the practice of medicine in our own society.
The study of different ways in which people orient to and cope with disease brings into sharp focus questions of epistemology and ontology as they pertain to disease and medical care. One is forced to ask, for example, what is a disease? What does this central medical term signify? In Western cultures, "disease" is what physicians and biologists study. The whole medical complex in Western nations, which includes knowledge, practices, organizations, and social roles, can be termed "biomedicine." Biomedicine thus constitutes our own culturally specific perspective about what disease is, and how medical treatment should. be pursued; and like other medical systems, biomedicine is an interpretation which "makes sense" in light of cultural traditions and assumptions about reality (3).
Terms such as "diabetes," "rheumatoid arthritis," or "multiple sclerosis" seem deceptively simple. Careful analysis will disclose that they represent a complex set of physiologic, chemical, and structural facts. Furthermore, such diseases can implicate a host of social and psychological factors although, in a strict sense, they are not seen as necessary features of the disease. In biomedicine, disease signifies an abstract biological "thing" or condition that is, generally speaking, independent of social behavior (3). When examined logically, disease in biomedicine usually refers to undesirable deviations in a cluster of related physiological and chemical variables (for exThe study of different ways in which people orient to and cope with disease brings into sharp focus questions of epistemology and ontology as they pertain to disease and medical care. One is forced to ask, for example, what is a disease? What does this central medical term signify? In Western cultures, "disease" is what physicians and biologists study. The whole medical complex in Western nations, which includes knowledge, practices, organizations, and social roles, can be termed "biomedicine." Biomedicine thus constitutes our own culturally specific perspective about what disease is, and how medical treatment should. be pursued; and like other medical systems, biomedicine is an interpretation which "makes sense" in light of cultural traditions and assumptions about reality (3).
Terms such as "diabetes," "rheumatoid arthritis," or "multiple sclerosis" seem deceptively simple. Careful analysis will disclose that they represent a complex set of physiologic, chemical, and structural facts. Furthermore, such diseases can implicate a host of social and psychological factors although, in a strict sense, they are not seen as necessary features of the disease. In biomedicine, disease signifies an abstract biological "thing" or condition that is, generally speaking, independent of social behavior (3). When examined logically, disease in biomedicine usually refers to undesirable deviations in a cluster of related physiological and chemical variables (for ex- ample, blood pressure, blood sugar, and so forth). An implicit assumption, supported by observation, is that many of the values of key variables that reflect physiologic and chemical processes in man conform to narrow ranges that are common to the species as a whole (4). Verbal reports or behavioral changes, or both, constitute signals of biomedical disease and, in some instances, actual ("pathognomonic") indicators (for example, types of pain, a migraine complex, or certain sensory and motor changes). On the whole, these behavioral changes are not viewed from a social standpoint; rather, they are abstracted out of social behavior.
In light of these factors, the meaning of "psychiatric diseases" is problematic in biomedicine. Such diseases are often framed in terms of mental structures that cannot be directly observed and hence must be inferred from social behavior. Moreover, many psychiatric diseases are actually defined in such a way that social behavior is an integral part, that is, part of the intern sion of this disease. These factors set apart psychiatric disease and it would appear that they constitute reasons for the fact that psychiatric diseases are problematic in contemporary medicine (5). However, psychiatry's continued emphasis on social behavior cannot be faulted once the generic attributes of disease and the fact that social behavior is an elemental component of human adaptation are considered.
Insights Drawn from Ethnomedicine
A working assumption in the social and biological sciences is that the characterisitics of man were forged in a simplified, hunter-gatherer form of social setting (6). Groups classified as hunter-gatherers were small and migratory and the relationships between members were highly interdependent; environmental pressures were experienced jointly. All facets of human life had a social and shared basis (7). The effects of disease were visible to other members of the group and the latter shared in the tribulations of the diseased (8). This means that an occurrence of disease did not simply incapacitate or eliminate an individual in some mechanical sense, but rather it affected the individual's capacity and performance as a participating member of a highly interdependent group. At this point, when it affected the social behavior of an individual, disease came to have relevance in the group. Social behavioral changes, then, involving verbalizations about internal states, interference in physiologic and social functions, and changes in appearance and demeanor, 970 served as indicators of disease among nonliterate groups. The modifications of adaptive behavior that were woven into disease must be seen as culturally layered on to the more ingrained social changes which higher primates show when diseased (9, 10). They are continuous with the adaptive changes that all animals show during disease, changes which are a product of evolution (11-13).
All nonliterate groups have articulated beliefs and explanations about disease (14) . Rather than viewing these beliefs as naive and superstitious, they must be seen as adaptive and "designed" to resolve the crisis and uncertainty surrounding disease by explaining the causes of disease and rationalizing treatment. In addition, they also pattern the expectations of the sick person and of those around him, resulting in a host of altruistic behaviors. This, then, is the meaning of disease in an adaptational frame of reference and a generalization would be that occurrences of disease are significant at the point when they interfere with the social behavior of the individual.
Ethnomedical studies indicate that, in a logical sense, disease among nonliterates is directly tied to the social behavior of the person and to his ability to function and it also has heavy social implications (15, 16) . Of course, the social distinction that we make between mental versus nonmental disease is not necessarily made among such people (17) . All types of disease raise social and personal questions about the individual and his immediate group. Thus, disease and medical care are directly woven into the social fabric. In our culture science has provided us with disease forms which, on logical grounds, are not connected to the social fabric.
The social basis of disease among nonliterate people should remind us that social conventions, however directly, form part of all definitions of disease. This has been the case in the past in our own culture. The intertwining of philosophy, values, and social attitudes with disease can be understood by reading the history of medicine (18). Even physiologically "pure" disease entities can quite easily change in meaning in line with scientific conventions that in the last analysis constitute a social consensus (19 Although definitions of disease are based on social and historical factors, they underscore the practical directives that are implicit in all medical systems. Disease may be viewed as an entity that groups (societies, cultures, and so forth) partially shape and make operable using as raw material problematic changes that take place in members of the group. These changes (4) are themselves affected by the characteristics and environment of the group. However, in naming and classifying diseases, the group more directly manifests the perspective which its medical system has attained. Disease is "created" in this way so that it may be eliminated and controlled (21). The criterion for both the definition and elimination of disease rests on the group's cultural conventions, level of social organization, and form of ecologic coupling. By means of biomedicine modern societies have achieved unparalleled success in these efforts. These successes naturally provide one justification for and payoff of a medical system. The biomedical paradigm of disease which evolved for particular purposes-to control and/or eliminate disease in social systems-has succeeded dramatically and has required a strict and rigorous definition of diseases which needs to be heeded. The very "success" of biomedicine may be the reason for our reluctance to seek alternatives and different approaches to the generic disease, questions for which other logical schemes may be more appropriate. We may ask: Is it possible to develop other paradigms for the study of human maladaptation, the generic disease, and how do social systems deal with it?
An Ethnomedical Approach to Disease Despite the fact that there probably are physiological changes that all people would link to disease, the "whole" of disease is inevitably seen as a change in a person's functioning and receives a socially valid explanation. In view of the behavioral and social dimensions of this generic disease, one may ask if it is possible to construct or uncover a more general social paradigm. This involves working toward a new analytic system about the generic disease that would complement the practical biomedical system. Its purpose is captured in the following question: Can one find order and regularity in the forms of disease when a social frame of reference is adopted? To answer this question bioculturally involves searching for a set of more or less universal indicators of disease which are rooted in social categories; it also involves probing fundamental aspects about man as both a physiological and cultural being.
One example of a behavioral paradigm of disease that is serviceable in comparative studies could focus on the physical activities and tasks in which people routinely engage and which occupy them during their daily lives. A list of these tasks and activities could provide a basis for determining one of the many loads of disease. Such a list could even be used to construct a grid or map that would serve to quantify the effects of disease at any one point and across time. In other words, the various tasks and actions would serve as coordinates of the grid, and when systematically organized this grid would help to define types of behavioral interference, with these construed as curtailments in energy expenditure. The following are illustrations of activities and tasks that could be used: sleeping, walking, talking, listening, lifting, carrying, performing household tasks, and so forth. Tasks that involve the care of the body (for example, bathing, dressing, grooming, and so forth) and the performance of basic biologic functions (for example, feeding, elimination, and sexuality) should also be included since they involve elemental uses of the individual's store of energy and reflect his range of activity as well. A broad and representative set of actions and tasks of this type could be used to map the progress of any culturally specific 19 SEPTEMBER 1975 disease and, when supplemented by ancillary data might allow one to specify and quantitate the typical course of a disease.
Biomedical diseases are defined on the basis of deviations and malfunctions of the chemical and physiologic systems of the body and any number of processes and structures can be implicated in disease. However, when viewed in terms of which tasks and actions are curtailed, biomedical diseases produce only a few hindrances. A number of what are now seen as different disease processes, when evaluated in terms of a task action paradigm, will probably be found to be very similar; that is, through a process of behavioral analysis and diagnosis of disease, highly discrepant chemical and physiologic alterations will be brought together and shown to conform to a smaller class of interferences in functioning, each of which may have distinctive time paths. In a more practical sense, when matching the social interferences of a disease with the demands and requirements placed on the individual by the social group, the cost of a disease to the individual or group can be computed. In using a paradigm such as this one, a researcher can appreciate the energetics of the patient's adaptation during disease. Other behavioral paradigms for the comparative study of disease have been outlined elsewhere (22). For example, social role behaviors and the changes in experience associated with disease have been suggested. What social scientists term "symbolic" attributes of behavior could be given more attention and there is no reason why useful logical schemes based on comparative data about disease and behavior could not be developed. The application of such schemes in empirical studies would yield data that could be used to develop prototypical disease forms and "careers" which would signify how symbolic behaviors are comprised, and such diseases would complement those derived from a task action scheme.
Behavioral paradigms of disease are seen as devices for codifying and measuring a person's social functioning. The social behavior correlates of all kinds of interruptions in functioning are delineated, regardless of the individual's cultures It is irrelevant whether outsiders judge that the alterations in behavior are caused by changes in sugar metabolism, toxic effects of an infectious or neoplastic disease, anxiety and depression, or, for that matter, the effects of preternatural influences. What is relevant, however, is the time-related changes in which the form of social functioning is altered or interfered with, and/or the changes in the way the person uses social symbols. Information on how the interruption in functioning by an individual is judged by the group constitutes a second stage in the analysis of the generic disease and also requires consideration of other institutions of the group and how they interrelate and function.
Clearly, any number of behavioral dimensions may be employed in the effort to articulate a suitable social paradigm of disease. One should, however, entertain the possibility that a relatively culture-free language can be devised (or discovered), and that its examination may reveal something fundamental about the way man functions and shows his dysfunctions (9, 23). What needs to be discovered is the sequence of changes that occur in disease, with disease formulated as a social and behavioral entity. Diseases vary in manifestations, and a useful way to code and quantify them has been by means of such concepts as severity, intensity, or degree. Socially, one may judge the severity of disease as it affects-behavior or as a sequence of shifts in the way social duties and obligations are neglected. By studying the way in which a disease spreads and ramifies into various behavioral spheres one might find a "social grammar" of disease. A long-range aim of ethnomedical inquiry might be to discover such a grammar of disease.
The expressions "language" and "grammar" of disease are used in order to stress the idea that during an occurrence of disease there is a kind of communication of its social import and that this communication is rooted in human evolution. In short, there may be a genetically programmed symbolic code inherent in the way in which disease occurs in a group. Thus, a group's theory of disease, a cultural trait, can alter in only limited ways the outward appearance or morphology of how disease is expressed behaviorally. A "communication" about the social importance of disease also implies that its occurrence represents a matter of uncertainty to the group, and that a variable amount of information is contained in that occurrence. In a sense, the group's theory of disease offers a reading of this information, but groups differ in terms of the type and the amount of information that they extract. The information that is extracted from an occurrence of disease reflects the functioning of the group's system of medicine and it also conditions the kinds of problems that exist in the system.
In summary, a general and theoretically fruitful formulation of disease involves judging it as an occurrence or happening that involves an individual. This occurrence can be formulated as an example of a biomedical type. The individual may have pneumonia, acute rheumatic fever, or schizophrenia. This "language" of disease has proven to be effective in controlling the chemical, physiologic, and anatomic components of disease. For social analyses, however, this language is not effective. The occurrence of disease also comes to be an example of a cultural type, whether it is "a cold," "bad blood," or "an evil influence." It is this culturally specific category that prompts and then directs treatment-related actions for the individual. This language of disease allows a people to make "social sense" of disease and to maintain social order. However, the reliance on cultural definitions of disease has culminated in a relativism that has stultified efforts in ethnomedicine. Finally, the occurrence of disease can also be seen as a form of behavior interference. Through the empirical and analytic studies that are undertaken by means of this language of disease, a comparison of disease-related occurrences could lay the groundwork for the development of an ethnomedical theory of disease.
An Ethnomedical Approach to Medical Treatment
As medical care is viewed comparatively, one is compelled to search for similarities and to develop a generic frame of reference. Treatment, for example, typically follows a "disease state" in which the person himself performs the diagnosis or those around him do. The concepts and meanings which the culture provides are the resources that members of the group use when explanations are required. If the person decides, with or without the advice of others, to seek help outside the family, neighborhood, or local knowledgeable persons, he will eventually interact with someone who is regarded in that culture (or a relevant segment of it) as a medical practitioner. If the request for help is accepted by the practitioner (and this itself may be negotiated on a variety of grounds, not only economic, skill, or available time), there is typically a moral bond created between the practitioner and the patient. This bond rests on an agreement, which is usually implicit and requires a measure of trust, and both of them are culturally structured. Insofar as elemental suppositions about personhood are implicated in a group's definition of disease, the treatment that is prescribed in a medical system tends to threaten the social essence of the sick person. This heightens the bond between the practitioner and patient. The patient usually comes to a dependent status in this relationship. Diagnosis, a process which can take time (and may be involved in the search for help), is an attempt to establish 972 a consensus for purposes of action. Diagnosis involves communication between the practitioner and relevant parties (not exclusively the patient). The negotiating process may reveal to the practitioner aspects of the social relationships and behaviors that, in fact, caused much of the disease (as the patient often sees it). These same communications tend to be used to evaluate and measure the course (and level of seriousness) of the disease. The precise techniques are culturally varied. They may involve "pulsing" the patient in order to communicate with the gods or to ascertain the status of the person's inner soul as in Zinacantan (24), divination or exorcism to establish the degree of strength of a witch or his spell as embodied in the disease (16), or obtaining x-rays and blood chemistries in order to uncover the level of functioning of the impersonal body (as in Western societies). In each case, the problem confronting the practitioner is that of evaluating the genuineness and value of alternative sets of information that bear on the problem as he defines it.
Frequently, the practitioner must have discussions with outside consultants (for example, through prayers, phone calls, and so forth). An interesting empirical question becomes whether, how, why, or to what extent these discussions on the sick person's behalf eventually prove beneficial to the patient. What one may choose to term as "beneficial effects" ultimately rests on whether the patient is prepared to accept the interpretation of the problem, presented either directly or indirectly by the practitioner, and also on the subsequent relations between the patient, his family, and the practitioner himself. To a large extent, then, it is probably an agreed upon social consensus which includes the practitioner and the sick person (or his surrogates), that is required for a medical action to be judged as beneficial or helpful. Potential conflicts between practitioner, patient, and family become particularly important when the premises and understandings of the problem are essentially unshared, as they may be when individuals have available to them and actually use more than one system of medicine.
The preceding generalizations point to the importance of behavior for an understanding of medical care. More explicitly, one way of conceiving medical treatment is to see it as an involvement of two fundamental processes: (i) the attempt to alter human conduct-to change another's way of behaving and (ii) to comfort (that is, minister to) the person suffering from personal difficulties that are occasioned by disease. In a rather basic sense, medical practitioners, regardless of their culture, have to persuade people to do such things as take medicines, alter personal habits, agree to submit to dangerous procedures, acknowledge negative personal attributes, modify their relations with others, accept and reorient to bodily constraints, return for a follow-up visit, comply with and participate in formally structured ("ritualistic") exchanges, check and report on bodily functions, and so forth. These activities often involve convincing another that a particular new form of behavior is desirable and useful; at the same time, it often demands that the practitioner comfort or help with the personal difficulties occasioned by the realization that the "old" image, identity, habits, or ways are wanting and require modification. As stated earlier, these essentially behavioral readjustments implicate a number of persons and involve key social relationships.
One Many of the problems in contemporary medical care that involve the relation of doctor to patient are outgrowths of the contrasting meanings that are given to disease by the participants. Formal attributes of disease may be shared; for example, that it constitutes an undesirable deviation or state involving the person; but not others related to the individual's functioning, such as why it came, what it means, and how it has upset the individual's equilibrium. Differences in orientation mean that a false consensus prevails between the doctor and the patient. This type of consensus can lead to the use of a set of key terms in the relationship, but they actually mean very different things to each person. Clearly, a more socially oriented paradigm regarding disease and treatment might help put the doctor-patient exchanges into a more meaningful light, thus rendering them more productive. Other dilemmas, such as those involving many malpractice suits, can be seen as a partial outcome of conflicts of definitions about disease and medical care. Thus, people expect medicine (a social institution) to do social and behavioral things, but our system of medicine is no longer as well geared to this aspect of disease since its organization now seems to rest on a "nonsocial" definition of disease. A mixing of the "language" of biomedical disease with that of social maladaptation can thus generate problems, something to which medical planners may have unwittingly contributed by taking for granted the technical facets of medicine and then too readily turning complex social phenomena into disease entities (for example, homosexuality and alcoholism) in the absence of compelling criteria. It is interesting indeed that in contemporary society one can have a disease and not feel ill and one can feel ill and be told he does not have 19 SEPTEMBER 1975 a disease. And, of course, disease and illness are both frequently seen as different from social maladaptation. Many of the problems in contemporary medicine and in society at large are partially the result of the fact that, in probing and breaking apart the generic disease, science has yielded new and logically different ways of interpreting human adaptation. The comparative study of medical systems brings to light the sources of these problems. A social perspective toward disease and medical care that is securely grounded in generalizations drawn from ethnomedicine might lead to guidelines that are less problematic than those currently competing in modern society.
Special problems in contemporary medicine take on added significance when viewed in light of a comparative approach to medicine. Thus, physicians working in public health programs in underdeveloped countries attest to the fact that individuals do not usually seek and accept medical care unless they show significant clinical evidence of disease. To the extent that such care could lead to improvements in functioning, its avoidance constitutes a social problem. However, this type of problem exists, even in contemporary medical practice. For example, in those instances when continuity of care is of the essence, treatment "failures" often result which are ascribed to ignorance, lack of understanding, or poor motivation on the part of the patient. Generalizations from ethnomedical data would suggest otherwise. In other words, failure to comply with medical regimens can be explained partly as a result of the fact that such regimens must be implemented when there is no biologic compellingness of disease. Biologic compellingness of disease equals those evolutionarily derived and genetically encoded routines and programs which when activated have as their outcome behavioral changes. Indeed, the difficulty of inducing "preventive" health behaviors stems from the same kinds of considerations: the need to motivate a person toward medically relevant actions in the absence of a "behavioral disease"; that is, in the absence of elemental signals and motives that make the pursuit and acceptance of medical care compelling and "natural." Quite obviously, social and cultural factors can modify these "inherited" dispositions which become active in the event of disease, as any physician who has tried to treat a member of another culture or of different religious sects (for example, Jehovah's Witnesses) knows. Usually biomedical care is deemed inappropriate in the light of the individual's own definition of "his" disease and, of course, there can be outright refusals of any treatment. This in itself provides evidence of additional controlling influences on behavior which need to be taken into account in medical care. Ethnomedical analyses thus underscore a contemporary problem in biomedicine: How to train, motivate, and condition individuals to handle their physiological and chemical systems, even when these are not overtly (behaviorally) diseased, with the compellingness which natural selection has conditioned them to deal with the generic disease (12, 25). An interesting generalization would seem to be that in moving away from social behavior as a basis for defining disease and organizing medical care our system of medicine has created the problem of learning how to apply its newly derived insights (26).
Toward a Theory of Human Disease
The importance of human disease is revealed by the attention that it receives in both the social and biological sciences. It is striking, that in spite of its centrality and fundamental relevance to an understanding of man and his special institutions, no theory of human disease has been developed. There are many reasons for this, some of which have already been discussed (3). One of them might be that disease is primarily a concern of "applied" disciplines whose principal interests are control and elimination. A related one seems to be that disease is implicitly taken into account or explained in other general and influential theories (such as, for example, the synthetic theory of evolution in biology, role theory in sociology, and the various personality theories in psychology). Hence, no need may be felt for an additional theory that would deal, however exclusively, with disease and its interrelations with social systems. There are, of course, many scientific theories that incorporate differing aspects of disease. Yet invariably, the meaning of the central concept, namely disease, is biomedical and, as pointed out earlier, this definition of disease may not be suitable for the kinds of problems which require explication (27).
By a theory of human disease one can mean a set of related lawlike propositions or generalizations by means of which one is able to explain such things as (i) what disease is and the criteria that social groups draw on in order to define it; (ii) the understandings people have about disease; (iii) the immediate behavioral effects of disease and its long-term effects on the group; (iv) the social forms that disease takes on; (v) the kinds of organization inherent in the responses to disease; (vi) the institutions that social groups develop in order to deal with disease systematically and productively; (vii) the developmental changes and/or stages that may take place in the way in which medical orientations, behaviors, and institutions of social groups unfold across time; and (viii) the relative success that groups enjoy in controlling disease given their own definition and that of an informed outsider.
These separate problem areas should be seen as interconnected. Phenomena that pertain to one area correspond to, implicate, or relate logically to phenomena in that of another. The interconnected nature of the problem areas can easily be visualized. Definitions and understanding of disease partially shape the behavioral forms of disease and they quite naturally also dictate medical practices. These practices logically entail, order, program, and regulate certain forms of social relations. And what gets exchanged in them eventually has a feedback on disease that affects how it is viewed, treated, and evaluated, and how the behavioral form of disease itself comes to be structured. The social relations implicated in diagnosis and treatment, when viewed in their totality, underlie and partially shape or pattern the pathways of disease occurrences in the group at large. Furthermore, these relations and pathways themselves energize and challenge and are constrained by macrosocial arrangements and structures which have a historical and ecological basis and which directly affect and have a feedback on disease and medical care. The preceding factors determine which disease forms "exist," what their toll is in the group, how they affect the person, how heavy are the burdens of disease, how long and how "well" people live, and how successful treatment is. The sum of these factors accounts for the "value" of the group's theory of disease and system of care and for the group's balance in the environment. Finally, as groups change, so do their medical institutions and the relations that they have with other institutions in the group. As an example, certain forms of maladaptation remain a concern of the medical profession, whereas others shift to new evolving institutions in the group. These processes need description and analysis.
A theory of disease should succinctly describe and also explain medical phenomena in a group by drawing on concepts and generalizations that are relevant to each of the substantive areas of meaning touched on above. A theory of disease should also enable one to cogently compare attributes of disease and related medical phenomena as they are observed in different groups. The desideratum that a theory of disease should facilitate comparison raises more pointedly the matter of a suitable set of concepts and generalizations by means of 974 which the theory can operate. It is such a set of analytic devices that an ethnomedical science should generate.
Summary
Ethnomedicine is an intellectual area which embraces theoretical concerns that are relevant to both the social and biological sciences. The relation which exists between disease, social behavior, and human adaptation constitutes the primary subject matter of ethnomedicine. This relation is examined in terms of man's unique capacities for symbolization and culture. Since ethnomedical generalizations explain how social groups deal with a generic disease, they can be used to examine contemporary problems which involve the organization and practice of medicine as well as problems that stem from relations of the medical system with other subsystems in the group. Recasting contemporary social problems in this way may help to clarify their roots and sources (13, 28). In focusing on fundamental properties of disease in man, ethnomedicine can also help to clarify the effects and meanings of disease and thereby make its control more rational. A theory of disease, an ultimate aim of ethnomedical inquiry, will serve as an explanatory device with wide-ranging applications. physiologically, the human body is often seen as "common" to Homo sapiens. This seems to imply that any disease which is framed in terms of the body's systems can be found in any social group and will possess a singular form and course. In fact, biomedical diseases are built out of negative deviations in the values of observed variables, and which of these deviate in a group, and in what fashion, reflect physical, social, and cultural factors. Such diseases and their "natural histories" are thus not invariable or universal. In a proximal sense, the functioning of the apparatus is affected by such things as climate, altitude, level of physical activity, and items which are ingested and serve as food and water. Many of the effects of these factors are readily affected by cultural influences. The genetic constitution of a population, which in a distal sense affects the "constitution" of group members, also reflect social and cultural influences. Finally, the actual cutoff points which are used to mark deviations in physiologic variables should in principle reflect native conventions about wellbeing, health, and adaptation. Otherwise the researcher runs the risk of applying his own standards indiscriminately, forgetting that they have been generated in a quite different social context. What is considered as a biomedical disease in a native group, then, to some extent will and should reflect attributes of the group considered as a social and cultural structure. See (3). 5. Since psychiatric diseases are connected to social behavior, they say something social and hence vital about the person. This means that psychiatric disease can reflect negatively on an individual's social competence since any disease in our culture is to some extent seen as a breakdown in an individual's function. Thus, there are special consequences of being psychiatrically ill in contemporary society. The social effects of disease-labeling are not confined to psychiatry as the literature amply demonstrates, but psychiatry clearly bears the heaviest burden. There are complex reasons for this, including the relative ignorance about etiology and the low level of control which has been achieved over these diseases, both of which are changing rapidly.Unemployment might qualify as an instance of a generic disease. Matters of vital concern to the individual and group are responded to and communicated about; and when these social activities are carefully analyzed they are seen to possess a biological rationale for the group. Given the centrality of that which we term "disease," one must assume that within these groups something akin to a social language of disease is reflected in the exchanges that occur between members of the group; in a word, disease alters or changes the status of social relations beholistic orientation, and, as a result, the link which we draw between "organic" versus "functional" pathology is very much blurred. Matters of vital concern to the individual and group are responded to and communicated about; and when these social activities are carefully analyzed they are seen to possess a biological rationale for the group. Given the centrality of that which we term "disease," one must assume that within these groups something akin to a social language of disease is reflected in the exchanges that occur between members of the group; in a word, disease alters or changes the status of social relations between members in patterned ways. In a sense, these patterned changes in behavior and adaptation constitute protodisease forms, and out of them man has refined his own, using his capacity for symbolization. An international conference on the unity of the sciences has inspired some earnest soul-searching among leading American scientists invited to participate. The cause of second thoughts among some of the scientists is the man behind the conference, the Reverend Sun Myung Moon, a South Korean evangelist and leader of an international religious organization which has been the center of increasing controversy in the United States.
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The conference, the fourth devoted to a discussion of problems in the relationships between science and values is sched- 19 SEPTEMBER 1975 Those who are sticking with the conference generally take the same view. They say that the subject is an important one which gets too little attention. At previous conferences, they say, a full spectrum of opinion has been expressed, the quality of
